BACKGROUND: Public reporting of provider performance can assist consumers in their choice of providers and stimulate providers to improve quality. Reporting of quality measures is supported by advocates of health care reform across the political spectrum. OBJECTIVE: To assess the availability, credibility and applicability of existing public reports of hospital and physician quality, with comparisons across geographic areas. APPROACH: Information pertaining to 263 public reports in 21 geographic areas was collected through reviews of websites and telephone and in-person interviews, and used to construct indicators of public reporting status. Interview data collected in 14 of these areas were used to assess recent changes in reporting and their implications. PARTICIPANTS: Interviewees included staff of state and local associations, health plan representatives and leaders of local health care alliances. RESULTS: There were more reports of hospital performance (161) than of physician performance (103) in the study areas. More reports included measures derived from claims data (mean, 7.2 hospital reports and 3.3 physician reports per area) than from medical records data. Typically, reports on physician performance contained measures of chronic illness treatment constructed at the medical group level, with diabetes measures the most common (mean number per nonhealth plan report, 2.3). Patient experience measures were available in more hospital reports (mean number of reports, 1.2) than physician reports (mean, 0.7). Despite the availability of national hospital reports and reports sponsored by national health plans, from a consumer standpoint the status of public reporting depended greatly on where one lived and health plan membership. CONCLUSIONS: Current public reports, and especially reports of physician quality of care, have significant limitations from both consumer and provider perspec-
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or over a decade, providing the public with comparative information on provider quality has been a key element of proposals to reform America's health care system. 1 Public reports comparing provider quality measures can have a number of possible consequences, 2 but advocates stress their potential to support consumers in choosing among providers 3 and to motivate providers to improve the quality of their care. 4, 5 Private employers were early supporters of this strategy. 6 In the public sector, the National Health Quality Forum (NQF) was formed as a public-private partnership with one of its objectives being to "…create a foundation for consistent data reporting and collection," 7 the Bush administration endorsed Chartered Value Exchanges to support public reporting of provider performance at the community level, 8 and the recently passed Patient Protection and Affordable Care Act includes provisions to support performance reporting. The Robert Wood Johnson Foundation has a major programmatic effort to improve quality that includes promoting reporting of provider performance by community level organizations. 9 Despite the considerable support that exists for public reporting of provider quality, results from studies of the impact of reports on consumer and provider decisions have been equivocal. 10, 11 Nevertheless, the availability of public reports continues to grow, suggesting that measurement and public reporting of provider quality is likely to be an important part of the US health care system in the future.
In this article, we assess the present status of public reporting of provider quality in 21 geographic areas, focusing on the following questions: To what extent are current public reports likely to be effective in supporting consumer choice of providers and in motivating providers to improve quality of care? Does the status of public reporting vary across geographic areas? How are recent developments likely to influence the effectiveness of reports going forward?
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METHODS
Organizing Framework. We define public reports as reports that compare measures of provider performance and are accessible to consumers. We include reports that health plans make available to their members, but exclude reports produced by organizations only for internal purposes. We do not include reports that consumers must pay to access. We organize our assessment using three dimensions of public reporting-availability of reports, their credibility and their applicability to their audiences-that have been identified in the literature as related to potential effectiveness. Consumers and providers may view these dimensions differently, 12 and the importance of different dimensions may vary with the focus of the report (hospital or physician). We address availability under the assumption that, if reports are widely available and relatively easy to access, consumers and providers are more likely to be aware of them and the information they contain, a first step to being influenced by the reports. One measure of availability is the number of reports (directed at hospital or physician performance) that exist in any given area. (We do not normalize by population, as we are interested in the availability of information to a given consumer in a study area; use of a report by one person does not preclude use by another.) The larger the number of reports, the more likely that consumers have encountered at least one report and that providers are aware that their performance is being measured and reported. Because most health plan reports are available only to plan members, we also estimate the percent of the population in a given area that has access to plan reports. Finally, we document when reports contain linkages to websites containing similar reports, as this makes additional measures of performance more readily available. In our analysis, we do not assess the efforts of report sponsors to "market" their reports, although this clearly could affect consumer and provider awareness of reports.
We assume that reports with greater credibility are more likely to influence consumer or provider decisions. For consumers, we assume that the primary indicator of credibility is the source of the report, consistent with findings in the literature, 11 and that consumers consider health plans to be less trustworthy sources of information, especially when that information is provided online. 13 For providers, we assume that credibility is influenced by whether measures in reports are endorsed by respected national bodies or, alternatively, developed locally through a collaborative process involving providers; reports are likely to be viewed as less credible if their measures lack those imprimaturs. Whether reports provide information on patient outcomes, processes of care, or both could influence their credibility with providers, although this could vary with context or provider. For instance, some physicians might regard patient outcome measures for diabetes, such as blood sugar level, as not credible because patient health habits can affect these measures, while others might argue that measures of patient health outcomes increase report credibility. Therefore, in our assessment, we document the presence of each type of measure in public reports. Reports may be available and credible, but may not contain information that users (providers or consumers) consider applicable to their individual situations. We assume the applicability of reports will affect whether consumers find reports useful in comparing providers. For example, the literature suggests that consumers view patient experience as an important component of quality. 11 Quality of care measures linked to a specific clinical condition are less widely applicable, as they are of value primarily to consumers being treated for that condition. Reports containing multiple measures pertaining to a single condition could be more valuable to consumers with that condition, because they provide more information about different aspects of treatment. However, the literature is not clear on this point, an alternative view being that multiple measures may confuse consumers. 11 We document the number of measures in reports that address specific conditions. We also assume that reports will be less applicable if they do not contain information on the type of physician used by consumers. 14 Reports that contain only information on primary care physicians, for example, may have more limited applicability than reports combining measures for both primary care physicians and specialists. In addition, the literature suggests that information reported at the physician level is valued more highly by consumers than similar measures constructed at the medical group level; 11 we note the number of reports available to consumers that include measures constructed at these different levels.
We assume that the applicability of the contents of public reports to a provider's specific situation will be important in stimulating provider responses to reports as well. For example, measures of quality that apply only to primary care physicians are not likely to stimulate quality improvement activities by specialists. For hospitals, it is not clear if broadly based measures of hospital quality are more likely to stimulate improvement efforts than measures pertaining to the treatment of specific diagnoses. With regard to the latter, hospital responses could depend on the number of market competitors providing the treatment to which the measure applies. Therefore, we document whether hospital reports contain general versus specific measures.
Study Areas. Our assessment is based on data collected as part of the evaluation of The Robert Wood Johnson Foundation's Aligning Forces for Quality Initiative (AF4Q). 9 Fourteen nonprofit organizations (alliances) received initial grants in 2006-2007; three organizations chose to define their entire state as the relevant area for their work, with others focusing on counties or metropolitan areas. Grantees attempt to coordinate and accelerate improvements in quality of care by aligning public reporting, consumer engagement and quality improvement activities. Our analysis utilizes data collected from 7 additional areas (2 states and 5 communities) as well, resulting in 21 study areas in total. The additional areas provide information about the status of public reporting in places without AF4Q grantees and were chosen because of their similarity in location, population size and demographics to one or more AF4Q areas, but are not used for comparison purposes in this analysis.
Tracking Activities. We reviewed websites of health plan, hospital and medical associations; quality improvement organizations; state Departments of Health; and AF4Q grantees. In 14 areas, we reviewed websites for the 5 largest health plans, including all national plans. In 7 areas where there were fewer than 5 significant plans, we reviewed the websites for plans whose members together constituted approximately 75 percent or more of the total private sector health plan enrollment. In all 21 areas, we conducted telephone interviews with staff of organizations sponsoring public reports to verify our search findings, gather further details regarding measure sources and their construction, and identify any reports that had not emerged through our search process. We repeated these interviews annually to update our findings, resulting in data that are current through 2009, which we summarize in Tables 1, 2, 3 and 4. (Tables containing  detailed information on public reports in specific areas are available online.) Table 1 contains information on report availability across areas, while Table 2 presents indicators of report credibility. The remaining tables address various aspects related to applicability of reports.
Interviews with AF4Q Participants. In the 14 AF4Q areas, we conducted 275 on-site interviews with community stakeholders (employers, providers, health plan representatives, government officials, AF4Q staff) in 2006-2007. 15 Subsequently, at 6-month intervals from 2007-2009, we conducted follow-up interviews with AF4Q project directors. Each interview lasted approximately 1 h, was guided by a structured interview protocol and was recorded, transcribed, coded and entered into a database, resulting in approximately 5,500 pages searchable using ATLAS.ti software. We used these interview data primarily in our assessment of the future prospects for public reporting.
RESULTS
Availability. In comparing hospital performance, consumers in all areas had access to the CMS Hospital Compare 16 and Leapfrog reports. 17 However, participation in the Leapfrog survey is voluntary, so comparison of specific hospitals in any given area may not be possible. We do not include either of these national sources in our analysis, but do include regional, local and health plan reports that draw some of their measures from CMS Hospital Compare or Leapfrog.
Measures of hospital quality were widely available, with the smallest number of reports (five) in Memphis and Nashville (Table 1) . However, when health plan reports accessible only by members were excluded, consumers in Kansas City, Memphis and Nashville had only one report on hospital quality available. The largest number of hospital reports from all sources (12 and 11 reports, respectively) were available in Minnesota and Cincinnati. Consumers in Minnesota and one community in California had the largest number of reports of physician quality (nine reports) available to them. In contrast, consumers in the Willamette Valley of Oregon had only one report with physician quality measures and, when considering only reports available to everyone in an area, consumers in the Willamette Valley and Nashville had access to no reports addressing physician quality. Much of the difference in hospital and physician report availability is related to reporting efforts of provider associations; state hospital associations in ten study areas produced hospital reports, but no state medical associations in any area produced physician reports.
While health plan reports with physician and hospital quality measures were available in all areas, the degree to which they were accessible to consumers in a specific area depended on patterns of health plan enrollment (Table 1) . Among study areas, Nashville had the largest percent of the population (54%) with access to a health plan report on physician quality, while Western New York had the smallest (1%). There was similar variation in access to reports on hospital quality produced by plans, ranging from 61% in Lehigh County, PA, to 1% in Western New York. All reports were available on websites of sponsoring organizations, with only eight sponsoring organizations also making their reports available in paper form. Hospital reports were twice as likely, compared to physician reports, to provide linkages to other reports, with linkages to CMS Hospital Compare and Leapfrog the most common. Reports sponsored by health plans were the least likely to contain linkages to other reports.
Credibility. Reporting by health plans accounted for 1-9 hospital reports and 1-5 physician reports per area, with health plans in total providing 71 of 103 physician reports and 91 of 161 hospital reports across all study areas ( Table 2 ). The number of reports using measures developed by national organizations was similar for hospital reports and physician reports. Nearly half of hospital reports provided Hospital Quality Alliance (HQA) measures available through the CMS Hospital Compare website. Nineteen of the reports with HQA measures also provided consumers with additional quality Hospital reports typically contained measures constructed at least in part from claims data. A greater proportion of physician (53% versus 32% for hospital) reports contained measures constructed using data drawn from medical records. The relatively large number of hospital reports with providersupplied measures (Table 2 ) reflects, primarily, inclusion of measures taken from the Leapfrog survey. Data for the Leapfrog measures were voluntarily supplied by hospitals.
Applicability. Relatively few public reports of physician performance included patient experience, cost or efficiency measures, along with their clinical quality measures (Table 3) . On average, treatment of diabetes had the largest average number of measures in physician reports, but diabetes has a lower prevalence than several other diseases typically addressed with fewer measures (Table 3) . Physician public reports in general had very little information applicable to individuals who did not have diabetes or heart disease (where heart disease measures were directed at cholesterol management.) In addition, excluding health plan reports, consumers in Kansas City, Nashville, New Hampshire and the Willamette Valley had no access to quality measures relating to the common chronic conditions in 2009 (Table 3) .
About 60 percent of reports contained measures of physician quality of care constructed at the medical group level (Table 3) . A larger percentage of reports provided information on primary care physicians (90%) than specialists (61%), with reports from three national plans (UnitedHealthcare, Cigna and Aetna) containing measures of performance for both. Relatively few reports not sponsored by health plans contained measures relating to the performance of specialists (Table 3) .
Public reports of hospital performance provided measures of hospital-wide quality (e.g., mortality, complications from treatment), potentially of interest to all consumers and information specific to a small number of conditions (Table 4) . Fifty-three percent of reports with hospital measures contained data taken from the Leapfrog survey, and 16 percent contained H-CAHPS data on patient experience collected by CMS. In hospital reports, measures that pertained to specific procedures could be accessed through searchable databases, where consumers could choose a disease category and/or a specific procedure. The most common information of this type pertained to heart attack treatment, heart failure, pneumonia and surgical infection prevention, areas addressed in the CMS Hospital Compare website. Data on CABG mortality rates for hospitals and cardiac surgeons were available in reports by state governments of California, Pennsylvania and New York, while reports produced by other sponsors in Wisconsin and Ohio contained similar measures. Consumers in relatively few communities could access data in other clinical areas, such as obstetrical care and knee and hip surgery (Table 4) .
DISCUSSION
As described above, we conducted interviews with community stakeholders to obtain richer data on the evolution of existing public reports, as well as plans for future public reporting efforts. Our interviews documented several recent developments that, if sustained, could enhance the credibility and applicability of reports, although perhaps not their numbers. They also highlighted limits to the effectiveness of current public reporting efforts.
Availability. We found that health plans sponsored the majority of public reports, but virtually all of these reports are available only to plan members through a secure log in. We also found considerable overlap in the contents of different hospital reports available in any area, so that the presence of multiple reports does not necessarily mean that consumers have access to more information. The availability of public reports is also limited somewhat by the almost exclusive use of the Internet as the distribution channel. 18 However, recent growth in the percent of the population seeking information using the Internet suggests that this barrier may decline in importance in the future.
19
Credibility. While health plans are relatively common, as noted previously these reports are likely to be less credible to consumers than reports produced by other sponsors. 13 Also, the limited amount of data on individual physicians possessed by any single health plan can raise physician concerns about the reliability of physician-level measures in reports produced by plans. Responding to this limitation, some local organizations now are producing reports by combining data from multiple health plans (e.g., Puget Sound, Detroit) or bypassing plans to construct measures using data from medical records (e.g., Minnesota, Cleveland). The financial support being provided by the Obama administration for the introduction of medical records systems in physician offices 20 should make this latter approach increasingly feasible. Interview respondents in some of our study areas suggested that the use of medical records data was a potentially significant step for enhancing report credibility with providers, and therefore in motivating quality improvement efforts. If it becomes the norm, the number of health plansponsored reports present in any given area could decline, but the credibility and usefulness of public reporting overall could improve. (Similarly, health plan efforts to create "tiered" provider networks or institute pay for performance might have greater credibility with providers if not based solely on the claims data possessed by individual plans.)
Applicability. The most serious challenge to achieving the goals of public reporting would appear to be, as in the past, developing measures that are widely applicable and useful for consumers and providers. Our data suggest that there is considerable variation both across reports and geographic areas in this respect. While some interview respondents believed that the inclusion of measures of treatment of chronic illness in reports can stimulate providers to improve their performance, • Table entries summarize reporting in 21 study areas. Results are presented for reports by all sponsors and, in parentheses, reports by state and local sponsors only *Types of measures included in provider quality report. Process and outcome measures include care process or outcomes (i.e., laboratory results) related to inpatient or ambulatory care whether constructed with claims or medical record data. Patient experience measures include measures related to a patient's satisfaction with care. Cost measures include measures related to the cost of a procedure. Efficiency measures include measures that take into consideration a weighting of cost based on risk or are constructed based on quality and cost measures. Efficiency measures are primarily provided by national health plans and combine cost and quality measures †Quality scores for physicians are provided to consumers at the individual physician or group/clinic level. The total can add to more than total number of reports ‡Quality measures in physician quality reports for primary care physicians, specialist, or both. Specialist reports primarily include national health plan reports, reports focusing on cardiac surgery and the Consumer Checkbook report in Memphis §Disease prevalence source (excluding depression) is the 2007 Behavioral Risk Factor Surveillance System (BRFSS), average for each study area ‖Average number of quality measures in physician reports addressing treatment for the condition (the denominator for the average is the total number of reports in each community that contain care process/outcome measures). Where a quality report provides consumers with one composite score(s) and a consumer can access the component measures of the composite, all measures included in the composite are counted. For organizations that report only an overall composite designation that covers a variety of conditions, the measure is not counted under the average number of measures for a specific chronic condition. For organizations that report a composite at a disease-specific level, that measure is counted as "1" under the specific condition and is used in the average measure calculation and provide useful information for consumers with these conditions, these measures may be of limited general interest. Furthermore, the reports we reviewed took very different approaches to presenting this information; measures ranged from complex to easily understood, varied widely in the number pertaining to any specific condition and suggested little consensus regarding the desirability of aggregating information into composite measures. Reports also did not contain information about variation in treatment by race, ethnicity or preferred language. These observations suggest that there is not yet a strong consensus on how to best present this information and, possibly, on its ultimate value to consumers. The incorporation of patient experience measures has been encouraged by the Robert Wood Johnson Foundation for participants in its AF4Q Initiative. These measures could attract more consumers to public reports, exposing them to the range of clinical quality information also available. Tempering this prospect, however, is the growing amount of less formal data on patient satisfaction available to consumers. For instance, "Angies list" now provides a forum for consumers to discuss their health care experiences, 21 while Zagat ratings of providers are available in some areas. 22, 23 These sources are familiar to Internet users, and consumers may perceive their contents to be more applicable and compelling than patient experience scores constructed from survey responses. This new type of "public reporting" is likely to provide increased competition for the reports reviewed in our analysis.
The Future for Public Reporting. While public reporting of provider performance appears to be firmly entrenched in our health care system, the present approach to public reporting now faces transformative challenges. Consumer demands for "real time" information of all types seem likely to pressure sponsors to make the contents of their reports more current. Most content now is collected and reported annually, with measures based on data that are 1-2 years old. Some of our interview respondents suggested that reports soon will be based on data "pushed" from electronic medical records through sponsor portals and into standardized public reporting formats on a monthly basis. A second challenge is the need to address the "low numbers" problem in current physician reporting. 24 Purchasers and consumers value data pertaining to individual physicians, but many report sponsors may not possess sufficient data to construct reliable, representative measures (especially relating to treatment of specific diseases) at this level. 25 Current approaches to addressing this problem need further development. The feasibility of combining health plan data for public reporting purposes has been demonstrated (e.g., Puget Sound Health Alliance), but data on public program members may not be reflected in measures constructed using this approach. Requiring that physicians provide data on all (or a sample) of their patients to an independent entity for auditing and measure construction also is feasible (e.g., Minnesota Community Measurement), results in measures representative of a physician's entire practice and permits the construction of a wider range of outcome measures. Our interview respondents noted that EMRs in physician practices are not required for this approach to be successful and, in practice, current EMRs often do not support the collection and validation of data needed to construct performance measures.
Finally, there appears to be building momentum for a national physician report based on Medicare data, with the foundation being laid by the CMS Physician Quality Reporting Initiative (PQRI; www.cms.hhs.gov/pqri). As this effort moves forward, the current public reporting landscape may change; health plans and physicians may see participation in other reporting efforts as an unnecessary expense and, as many sponsors now do with respect to hospital quality measures, simply link to the national report. Then, the survival of local reporting efforts could rest on their ability to develop innovative, more timely, content that consumers and providers value and trust. Limitations. There are several limitations to our analysis. Although we included non-AF4Q areas in our study, our findings may over-represent the availability of physician public reports prepared by community organizations, given that the development of such reports was a stated goal for AF4Q grantees, and grantees were selected in part based on their perceived ability to do so. Also, because the AF4Q program initially targeted the development of physician reports containing measures on the treatment of chronic conditions and, more recently, encouraged inclusion of patient experience measures, our findings may overestimate the presence of these measures in reports. 26 Third, there are limits to the conclusions that can be reached based on our general indicators of availability, credibility and applicability of public reports. For example, we do not attempt to access the relative quality of the measures used in different public reports, nor do we address issues such as whether multiple measures relating to a specific condition are of greater value to consumers than "composite" measures of care. 27 While questions such as these are important, different research strategies are required to address them. Despite these considerations, some general conclusions regarding the status of public reporting are warranted. It seems clear that current reports on physician performance, in particular, have significant limitations with respect to their availability, credibility and applicability. Therefore, in most geographic areas, currently available public reports are not likely to provide the support for consumer decision making, or the motivation for physician quality improvement, envisioned by health care reformers. Their shortcomings, however, do not appear insurmountable. Recent developments in EMR technology, continuing efforts to refine quality measurement, and building payer pressures to improve the value received for dollars spent on health care suggest that the relatively gradual evolution of public reporting to date does not necessarily reflect its future trajectory. Our report card on the current status of public reporting of provider performance by necessity offers only a snapshot of an evolving facet of the US health care delivery system that seems likely to have an increasing influence on physician and hospital practice in the future.
